
upon the greater of a prospectively determined, procedure-specific flat fee determined by the 
agent). or a prospectively determined. procedure-specific percentage of usual and customary 
charges. The flatfee reimbursement \ { , i l l  cover:procurementcosts; all hospitalcosts from 
admission to dischargeforthetransplantprocedure; total physicians costs forall physicians 
providing servicesduringthetransplanthospital stay includingradiologists,pathologists. 
oncologists,surgeons,etc.The flatfee reimbursementdoes not includepre- and post­
hospitalization for the transplant procedure or pre-transplant evaluation. If the actual charges 
are lower than thefee,theagency shall reimburseactualcharges.Reimbursement for 
approvedtransplantproceduresthatareperformedout-of-state \vi11 be made i n  thesame 
manner as reimbursementfortransplantproceduresperformed i n  the commonwealth 
Reimbursementforcoveredkidneyandcorneatransplants is at the allowed Medicaidrate. 
Standards for coverage of organ transplant services are i n  (12VAC30-50-540 through -570) 
Attachment 3.1 E. 
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\_ .  	 Physician’s services whether furnished in theoffice.thepatient'shome.ahospital. 3 skilled 
nursing facility or elsewhere. (continued) 

L .  Breast reconstruction/prostheses following mastectomy andbreastreduction 

authorized, reconstruction surgery andI 	 If prior breast prostheses ma! be 
covered following the medically necessary complete or partial removal of a 
breast for anymedicalreason.Breastreductionsshall be covered if prior 
authorized, for all medically necessary indications. Such procedures shall be 
considered non-cosmetic 

7 reconstructionenhancementscosmetic shall be-.  	 Breast or for reasons 
covered. Cosmetic reasons shall be defined as those which are not medicall>. 
indicated, or are intended solely to preserve, restore, confer, or enhance the 
aesthetic appearance of the breast. 

tnNo. 95-1 8 Approval D a t e m a  10 1999 Date 1 ' I  99 
Supersedes 
rnNo. 97-23 



Effective  

Supplement 1 to 
Attachment 3.1-A&B 

Page 10 of 4 1 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of VIRGINIA 

NARRATIVE FOR THE AMOUNT, DURATION AND SCOPEOF SERVICES 

A. Podiatrists'Services. 

1.  Covered servicesdefinedreasonablenecessaryPodiatry are as and diagnostic,
medical, or surgical treatment of disease. injury, or defects of the human foot. These 
services must be withinthescope of the license of thepodiatrists'professionand 
defined by State law. 

2. 	 Thefollowingservicesarenotcovered:preventivehealthcare,includingroutinefoot 
care; treatment of structural misalignment not requiring surgery; cutting or removal 
of corns, warts, or calluses; experimental procedures; acupuncture. 

3 .  	 TheProgrammayplaceappropriatelimits on aservicebased on medicalnecessity
and/or for utilization control. 

B. Optometrists'Services. 

examinationoptometric procedures1.  Diagnostic and treatment andservices by 
ophthamologists optometrists, and opticians, as allowed by the Code of Virginia and 
by regulationsoftheBoardsofMedicineandOptometry,arecovered for all 
recipients.Routinerefractionsarelimitedtoonce in 24 monthsexceptasmay be 
authorized by the agency. 

C. Chiropractors'Services. 

1. provided.Not 
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I). Other practitioners' services psychological services, psychotherapy Limits and requirements 
for covered services are found under Psychiatric Services (see 12VAC30-501-40 D). 

1 .  	These limitations apply to psychotherapy sessions provided within the scope oftheir 
license. by licensed clinics1 psychologists or licensed clinical social workers licensed 
professional counselors/licensed clinical nurse specialists-psychiatric \$.ha are either 
independently enrolled or under the direct supenision of alicensed clinical psychologist 
psychiatric services are limited to an initial availability of 36 sessions, with one possible 
extension of 26 sessions during the first year of treatment. The availability is further 
restricted to no more than 26 sessions each succeeding >'earwhen approved by the 
Psychiatric Review Board. Psychiatric services are further restricted to no more than three 
sessions i n  any given seven-day period. 

7 .  Psychological testing is covered when provided, within the scope of their license, by 
licensed clinical psychologists or licensed clinical social workers/ licensed professional 
counselors/licensed clinical nurse specialists-psychiatric who are either independently 
enrolled or under the direct supervision of a licensed clinical psychologist. 

7. Home Health services. 

A .  	 Senice  must be orderedor prescribedanddirected or performedwithinthescope of a 
license of apractitioner of the healing arts. Home health services shall be provided in 
accordance with guidelines found in the Virginia Medicaid Home Health Manual. 

B. Nursingservices provided by ahome healthagency 

I .  	 Intermittent or part-time nursing service provided by a home health agency or by 
a registered nurse when no home health agency exists in the area. 

2.  	 Patientsmayreceive up  to 32 visits by a licensednurse annually.Limitsare per 
recipient,regardless of the numberofprovidersrenderingservices.Annually 
shall be defined as July 1 through June 30 for each recipient. If services beyond 
theselimitationsaredetermined bythephysicianto be required,thenthe 
providershallrequestpriorauthorizationfromDMASforadditionalservices. 
Payment shall not be made for additional services unless authorized by DMAS. 

C. Home health aideservices providedby ahome health agency. 

1 .  Home HealthAidesmustfunctionunderthesupervision of aregisterednurse. 

7 .  	 Home HealthAidesmustmeetthecertificationrequirementsspecified in 42 CFR 
481.36. 

I I  1 - s -
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1. For home health aideservices,patients may receive up to 3 2  visits annuall!.. Limit ,  
shall be perrecipient,regardless of the number of providersrendering services 
Annually shall be defined as July I through June 30 for each recipient. 

D. Medicalsupplies,equipment,andappliancessuitable for use in the home. 

I .  General andrequirementsconditions. 

necessary suppliesequipmenta.  	 All medically medical and shall be covered. 
Unusual amounts, types, and duration of usage must be authorized by DMAS i n  
accordance withpublishedpoliciesandprocedures.Whendetermined to be 
cost-effective by DMAS payment may be made for rental of the equipment i n  
lieu of purchase. 

b. DME providers adhere to all applicable laws,shall DMAS policies, and 
regulationsfordurablemedicalequipmentandsupplies.DMEprovidersshall 
alsocomplywith all otherapplicableVirginialawsandregulationsrequiring
licensing,registration, or permitting.Failure to complywithsuch lawsand 
regulations shall result in denial of coverage for durable medical equipment or 
supplies which are regulated by such licensing agency or agencies. 

supplies be pursuant to CertificateMedicalC.  	 DME and mustfurnished a of 
Necessity (CMN) (DMAS-352). 

d. 	 A CMN shallcontainaphysician'sdiagnosis of arecipient'smedicalcondition 
and an order for the durable medical equipment and supplies that are medically 
necessary to treat the diagnosed condition and the recipient functional limitation. 
The order for DME or supplies must be justified in the written documentation 
either oh the CMN or attached thereto. The CMN shall be valid for a maximum 
period of six months for Medicaid recipients 21 years of age and younger. The 
maximum valid time period for Medicaid recipients older than 2 1 years of ageis 
12 months.Thevalidity of the CMN shallterminatewhentherecipient's
medical need for the prescribed DME or supplies ends. 

e.DMEmust be furnishedexactlyasordered by theartendingphysician on the 
supporting documentationCMN. TheCMN and any verifiable must be 


complete (signed and dated by the physician) and in the provider's possession 

within 60 daysfromthetimetheorderedDMEandsuppliesareinitially 

furnished by theDMEprovider.EachcomponentoftheDMEmustbe 

specifically ordered on the CMN by the physician. For example, the order must 

specify IV pole, pump, and tubing. A general order for IV supplies shall not be 

acceptable. 


f. The C M N  shall altered, or amendednot be changed, after the attending
physician has signed it. If changes are necessary, as indicated by the recipient's 
condition, in the ordered DME or supplies, the DME provider must obtaina new 
CMN. New CMNs must be signed and dated by the attending physician within 
60 days from the time the ordered supplies are furnishedby the DME provider, 
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STATE PLAN under TITLE SIX OF THE SOCIAL security ACT 

State of VIRGINIA 

NARRATIVE FOR THE AMOUNT. DURATION AND SCOPE OF SERVICES 

0

C' DMAS shallhavetheauthority to determineadifferent(fromthosespecified above 


length of time a CMN may be valid based on medical documentation submitted on the 
CMN.TheCMN may be completedbytheDMEprovider or otherhealthcare 
professionals,but it  must be signedanddated by theattendingphysician.Supportins 
documentation may be attached to the CMN but the attending physician's entire order 
must be on the CMN. 

h .  The provider a of the CMN andsupporting verifiableDME shall retain copy all 
documentation on file for DMAS' post payment audit review purposes. DME providers 
shall not create nor revise CMNs or supporting docurnentation for this sewice after the 
initiation ofthepostpaymentreviewauditprocess.Attendingphysicians shall not 
complete, nor sign and date CMNs once the post payment audit review has begun. 

2. 	 Preauthorization is requiredforincontinencesuppliesprovided i n  quantitiesgreater than two 
cases per month. 

3. 	 Supplies,equipment, or appliancesthatarenotcoveredinclude, butarenotlimited to, the 
following: 

Space equipment,as humidifiers,a. conditioning such room air aircleaners, 
conditioners; 

b. 	 Durablemedicalequipmentandsuppliesforanyhospitalornursingfacilityresident, 
except ventilators and associated supplies for nursing facility residents that have been 
approved by DMAS central office; 

i. 	 Furniture or appliances not defined as medicalequipment(suchasblenders, bedside 
tables,mattressesotherthanforahospitalbed,pillows,blankets or otherbedding, 
special reading lamps, chairs with special l i f t  seats, hand-held shower devices, exercise 
bicycles, and bathroom scales); 

d .  	 Itemsthatareonlyfortherecipient'scomfortandconvenience or forthe convenienceof 
those caring for the recipient (e.g., a hospital bed or mattress because the recipient does 
not have a decent bed; wheelchair trays used as a desk surface;) mobility items used in 
addition to primary assistive mobility aide for caregiver's or recipient's convenience (i.e., 
electric wheelchair plus a manual chair); cleansing wipes; 

e. 	 Prosthesis,exceptforartificialarms,legs,andtheirsupportivedeviceswhich must be 
preauthorized by the DMAS central office (Effective July1, 1989); 

f.Itemsandserviceswhichare not reasonableandnecessaryforthediagnosis or treatment 
of illness or injury or to improvethefunctioningofamalformedbodymember(for 
example,dentifrices;toiletarticles;shampooswhichdonotrequireaphysician's 
prescription; dental adhesives; electric toothbrushes; cosmetic items, soaps, and lotions 
which do not require a physician's prescription; sugar and salt substitutes; and support
stockings; 

r-. . .  -4 
. .

6. Orthotics, braces, andincluding splints, supports; 
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State o f  Virginia 
NARRATIVE FOR THE amount DURATION AND SCOPE OF SERVICES 

orh.  Home \.chicle modifications; 

I .  Items not suitable or not carfor used primarily i n  the HOME setting(i.e., seats. 
equipment to be used while at school, etc.); 

that primaryJ .  	 Equipment the function is vocationally or educationall>, related ( ; . e . ,
computers, environmental control devices, speech devices. etc.); 

of glucose for women to4. 	 For coverageblood meterspregnant referSupplement 3 to 
Attachment 3.1 A & B. 

3 .  Reserved 

equipment supply must provide the and6. 	 The medical and vendor equipment supplies as 
prescribed by thephysician on thecertificate of medicalnecessity.Ordersshall not be 
changed unless the vendor obtains a new certificate of medical necessity prior to ordering or 
providing the equipment or supplies to the patient. 

7 .  	 Medicaidshallnotprovidereimbursementtothemedicalequipmentandsupply\‘endorfor 
services providedpriortothedateprescribed by thephysicianorpriortothedate of the 
deliveryorwhenservicesarenotprovided in accordance with publishedpoliciesand 
procedures. If reimbursement is denied for one of these reasons, the medical equipment and 
supply vendor may not bill the Medicaid recipient for the service that was provided 

S .  	 The followingcriteriamust be satisfiedthroughthesubmissionofadequateandverifiable 
documentation satisfactory to the Department. Medicall>, necessary DME and supplies shall 
be: 

a .  ordered by the physician on the C M N  

b. areasonable and necessary part oftherecipient’streatmentplan; 

c. consistent with diagnosismedicalthe recipient’s and condition particularly the 
functional limitations and symptoms exhibited b>,the recipient; 

d.  	 notfurnishedsolelyfortheconvenience,safetyorrestraintoftherecipient,the 
family, attending physician or other practitioner or supplier; 

consistentgenerally professional standardse. 	 with accepted medical (i.e., not 
experimental or investigational); and 

f. 	 furnished at a safe,effective, and costeffective LEVEL suitablefor use i n  therecipient’s 
home environment. 

9. 	 Coverageofenteralnutrition (EN) whichdoesnotinclude a legend drugshall belimitedto 
\\.hen the nutritional supplement is the sole source form of nutrition, is administered orally or 
througha NASOGASTRIC or gastrostomytube,and is necessarytotreatamedicalcondition. 
Coverageof EN shall notinclude the provision of routineinfantformulae. A nutritional 
assessment shall be required for all recipients receiving nutritional supplements. 
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NARRATIVE FOR THE AMOUNT, duration AND SCOPE OF SERVICES 

F. The following services are nor covered under the home health services program: 

1. Medical social services; 

2. Services items which would not be paid for if provided to inpatient of a 
hospital such as privateduty nursing services, or items of comfort which have no 
medical necessity such as television; 

3. Communi9 food service delivery arrangemenu; 

4. 	 Domestic or housekeeping services which unrelated to patient care atad which 
materially increase the time spent on a visit 

5 .  	 Custodial care which is patient c u e  that primarily r e q u i r e s  protective services &ex 
than definitive medical and skilled nursing care; and 

6. Services related toCosmetic Surgery. 

A. Not provided 

9. 
J 

A. 	 Reimbursement for induced abortionsis provided in only those cases in which there would be 
a substantial endangerment of health or life to the mother if the fetus were carried to  term. 

8 .  	 Clinic services meanspreventive diagnostic, therapeutic rehabilitative, or palliative i t e m s  or 
services that: 

1 .  arc provided to outpatients: 
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